Describe the scrotal surgical approach for abdominoscrotal hydrocele (ASH) with preservation of testicular function with midterm follow-up. Two patients diagnosed with ASH and contralateral testicular abnormalities. Both had scrotal correction for ASH, one had contralateral testicular neonatal torsion and the other contralateral communicating hydrocele. Four-year follow-up no complications or recurrence, and normal Anti-Mullerian hormone level. This pathology is a clinical diagnosis and it is treated with surgery via a scrotal approach, preventing sequels, contralateral complications and preservation of testicular function.
INTRODUCTION
The abdominoscrotal hydrocele (ASH) is a rare congenital inguinoscrotal abnormality with an incidence between 1.25% and 3.1% of reported congenital hydroceles [1, 2] .
There are four theories that may explain its pathogenesis. Dupuytren [2] al [3] stated that a less distensible musculofascial covering of the inguinal canal causes an increased pressure and when the pressure of the scrotal hydrocele exceeds that of the intraperitoneal cavity, the abdominal component develops. A third theory suggests the existence of a unidirectional valve-like mechanism in the persistent processus vaginalis leading to its extension [4] . The presence of a peritoneal diverticulum or a defect in the deep inguinal area would be the fourth hypothesis that supports the development of an abdominal component [2] .
Clinical diagnosis is based on the presence of a large scrotal hydrocele that extends through the inguinal canal and into the abdomen -pars abdominalis (Fig. 1A, B) .
The classical sign of this pathology is the "springing back ball" characterized by a fluctuation between the scrotal and abdominal component when adding manual pressure over each one [5] . Ultrasonographic evaluation confirms the diagnosis in most cases without needing further studies [6] . 
Surgical technique
A high scrotal incision is made, and dissecting until the tunica vaginalis is exposed. Afterwards, a full dissection of the tunica is done in a cephalic orientation avoiding its rupture ( Fig. 2A) . Once the tunica vaginalis has been disected from the scrotum, it is opened on its anterior aspect in the longitudinal axis, away from the testis and its elements ( (Fig. 3B) . into the tunica vaginalis due to the hydrocele [10] . Therefore, the intra and postoperative rate of complications increases substantially [11] . 
